












Margo Faulk: A Program and Evaluation Plan for a Free, Student-Run, Gender-Affirming 
Care Clinic 
(Under the direction of Lori Carter-Edwards) 
 
The transgender and gender non-conforming (TGNC) community faces many health 
disparities, including high rates of suicide, HIV infection, and violent victimization, and the 
healthcare system is ill-prepared to care for this population.1,2  This paper will first review the 
literature on metrics to assess health professional learning about transgender (trans) health, and 
then will present a program and evaluation plan for a new, student-run, gender-affirming care 
clinic.  
For the literature review, a PubMed strategy was implemented to identify and critique 
current published articles evaluating trans health educational programs for health professionals. 
Only articles which measured objective change in knowledge were included. Ultimately, ten 
articles are analyzed for their strengths and weaknesses, and a cohesive analysis of the 
limitations of the literature on trans health education for professionals is explored. 
The paper then describes the program plan for a free, student-run, gender-affirming care 
clinic that aims to address the lack of access to affordable, gender-affirming care in the Triangle 
region of North Carolina. The clinic will provide low-income transgender patients with medical 
and social services while also creating educational opportunities for health professions students 
to gain experience in serving this vulnerable population.  Educational outcomes, patient-centered 
outcomes, and healthcare utilization data will be evaluated to assess the program’s effect and 




beyond the individual patients served and students educated, and help to galvanize further 
interest and investment in trans health within the broader UNC health system. We envision the 
clinic as a small step towards the creation of a more culturally competent, affordable, and 













I would like to thank everyone who assisted in the writing of this paper and the planning 
of this new program. I am so grateful to all of the community members and organizations which 
have helped shape this vision. I also am deeply indebted to my two clinic co-founders, 
colleagues and friends, Noa Nessim and Karan Ahluwalia; I could not ask for a better team to 
undertake this venture.  The Student Health Action Coalition (SHAC) leadership has been so 
supportive of this project and I want to thank Haley Leazer in particular for being available to 
help us figure out the many logistical aspects of working with SHAC. Additionally, I want to 
recognize the contributions of Professor Tonia Poteat, PhD, MPH, MMSc, and Dr. Karen 
Kimmel-Scott who lent their expertise on transgender healthcare to guide the clinical aspects of 
our plans. Finally I wish to thank my adviser Professor Lori Carter-Edwards, PhD, MPH, for 
helping to guide my journey through creating a Master’s Paper, and Professor Poteat for acting 
as a second reader. 
I also wish to say thank you to my friends and family who helped me maintain balance 







TABLE OF CONTENTS 
 
 
LIST OF ABBREVIATIONS AND DEFINITIONS .................................................................... vii 
INTRODUCTION ...................................................................................................................... 1 
SYSTEMATIC REVIEW ............................................................................................................ 8 
Search Strategy ....................................................................................................................... 9 
Results ...................................................................................................................................11 
Discussion ..............................................................................................................................19 
PROGRAM PLAN ....................................................................................................................20 
Program Overview .................................................................................................................20 
Program Context ....................................................................................................................22 
Program Theory .....................................................................................................................33 
Goals and Objectives: Short and Long term ............................................................................38 
Program Implementation .......................................................................................................41 
EVALUATION PLAN ...............................................................................................................44 
Rationale and Overview .........................................................................................................44 
Evaluation Design ..................................................................................................................47 
Institutional Review Board Considerations ..............................................................................55 
Dissemination Plan .................................................................................................................56 
CONCLUSION ..........................................................................................................................57 
REFERENCES ..........................................................................................................................61 
APPENDIX A: SYSTEMATIC REVIEW FULL SEARCH STRATEGY .....................................71 
APPENDIX B: LOGIC MODEL ................................................................................................70 
APPENDIX C: GENDER CONGRUENCE AND LIFE SATISFACTION SCALE (GCLS) ..........71 
APPENDIX D: TRANSGENDER KNOWLEDGE, ATTITUDES, AND BELIEFS SCALE ..........74 







LIST OF ABBREVIATIONS AND DEFINITIONS 
 
AAMC  Association of American Medical Colleges 
Cisnormativity The social construct which maintains that cisgender people are natural 
and the norm, and transgender people are abnormal in comparison. 
DHHS Department of Health and Human Services 
EHR  Electronic Health Record 
GCLSS Gender Congruence and Life Satisfaction Scale 
HIV Human Immunodeficiency Virus 
LGBTQIA+  Lesbian, Gay, Bisexual, and Transgender, Queer, Intersex, Asexual, 
and other historically marginalized sexualities, sexes, and genders. 
Often used as an umbrella term to refer to issues pertaining to these 
communities, and often shortened to LGBT or LGBTQ. 
MESSAGE  Medical Education Supporting Sexuality and Gender Expressions: a 
Scholarly Concentration at UNC Chapel Hill School of Medicine. 
PrEP Pre-Exposure Prophylaxis (a daily medication for high-risk patients 
that helps prevent HIV infection) 
SHAC Student Health Action Coalition (a student-run, free clinic in the 
community affiliated with UNC) 
SCT Social Cognitive Theory 
TCSS Transgender Clinical Competency Scale 
TKAB Transgender Knowledge, Attitudes, and Beliefs 
Transphobia A manifestation of cisnormativity, often defined as prejudice resulting 
in negative attitudes and feelings towards transgender and gender non-
conforming people. 
Trans-misogyny The intersection of traditional sexism and transphobia which puts 
transgender women and other people on the transfeminine spectrum at 
increased risk for exclusion and violence compared to other trans 
people. 




UCSF University of California, San Francisco 
UNC SOM University of North Carolina at Chapel Hill, School of Medicine 






The transgender and gender non-conforming (TGNC) community faces many health 
disparities, including higher rates of suicide, HIV infection, and violent victimization.1 
According to a nation-wide survey conducted in 2015 with more than 27,000 transgender (trans) 
respondents, 40% of trans people have attempted suicide at some point in their life, and 7% have 
attempted suicide in the past year.2  In comparison, only 4.6% of the general population has ever 
attempted suicide, and only 0.6% has attempted suicide in the past year. Additionally, 3.4% of 
trans women report living with HIV, while only 0.3% of the general population in the United 
States report being HIV positive. When the effect of race on the experience of being trans is 
considered, the statistics show that the disparities only deepen. For example, 19% of Black trans 
women report living with HIV. The TGNC community is also exposed to higher levels of 
physical violence, with 9% reporting being physically attacked in the past year because of their 
gender expression or identity.2 Violence can come from loved ones as well, with 54% of trans 
people reporting a history of intimate partner violence, and 24% experiencing severe physical 
violence within an intimate partnership. 
The disparities that the TGNC community faces are rooted in the social determinants of 
health; transphobia intersects with racism, poverty, and misogyny to shape health outcomes. 
Frequently when disparities in HIV and other adverse health outcomes in the TGNC community 
are discussed, the focus is on individual health behaviors which put people at greater risk, such 
as engagement in sex work, needle sharing, and substance use. While behaviors are a distal 
contributor, much of these disparities are shaped by larger systems of oppression and 
discrimination rooted in cisnormativity and transphobia.3  Understanding these forces can guide 




Cisnormativity is the social construct that defines cisgender people as the norm, and 
transgender people as abnormal in comparison.4  Because of cisnormativity, the dominant society 
constructs systems which exclude and ignore the needs of trans people, often rendering them 
invisible. Transphobia is a manifestation of cisnormativity, often defined as prejudice resulting in 
negative attitudes and feelings towards transgender and gender non-conforming people. For 
example, due to cisnormative laws which do not protect gender diverse populations, trans people 
have very few legal protections against discrimination in housing or employment in North 
Carolina. Trans people then encounter discrimination in housing and employment because of 
widespread transphobia, contributing to social, legal and economic marginalization without the 
possibility of legal recourse.2,5,6  
Many trans people also face rejection from family and community, as well as harassment 
and violent victimization, all of which are correlated with poor mental health outcomes.2,7,8  
Some trans people absorb this widespread transphobia, creating internalized stigma and shame, 
which can further worsen mental health and lead to high-risk behaviors.3,9  Because of the 
multiple levels at which gender identity and its affirmation (or lack thereof) affect health, gender 
affirmation can be conceptualized as a social determinant of health.10   
It is important to note that not all trans people have the same experiences with these 
systems of oppression; race and poverty intersect with trans identity to put trans women of color 
at greater risk for poor health outcomes. Other factors like immigration status, fluency in 
English, and education level can profoundly influence risk as well. Improving access to medical 
care generally, and medical gender affirmation specifically for the TGNC community is one way 





Access to healthcare 
Barriers to healthcare, including gender-affirming treatment, have contributed to health 
disparities. Trans people are less likely to have health insurance, and 33% report postponing 
needed medical care due to cost.2  When they do seek care, they frequently face some form of 
discrimination. Almost 20% of trans people report having been refused care simply because of 
their gender at some point in their lives.11  Over the past year, 23% report postponing care when 
ill due to fear of discrimination, and 33% report at least one negative experience in a healthcare 
setting, such as verbal harassment or unnecessary, invasive questions.2  
Even accepting and supportive providers may not deliver quality care. To understand 
why, it is useful to consider Cross’s Continuum of Cultural Competence.12  According to Cross, 
people and organizations can progress through various levels of awareness, knowledge, and skill 
of how to engage with cultures that are not their own. The continuum ranges from cultural 
destructiveness, which is actively opposed to the other culture, to cultural proficiency, in which 
there is advocacy for, investment in, and true partnership with people and organizations across 
cultures. In between lie cultural incapacity, cultural blindness, cultural pre-competence, and 
cultural competence.  
Many healthcare providers and organizations are somewhere in this middle of the 
Continuum of Cultural Competence. Often this manifests as cultural blindness, which minimizes 
differences and professes that all people should be viewed and treated the same. Because of this 
cultural blindness, many well-intentioned providers may be unaware of how important cultural 
differences are for trans patients, and may even actively resist recognizing the unique needs of 
this population.12  Even providers who recognize the value of culturally competent services still 




competency phase of the continuum that is characterized by acceptance and tolerance of 
differences, but no effort to actually accommodate the unique needs of trans patients. The 
prevalence of cultural blindness and cultural pre-competence among healthcare provider is 
evident in the fact that 24% of trans people reported having to teach their providers about trans 
people or trans health in order to receive appropriate care over the course of this past year.2 
One important aspect of healthcare for trans people is gender-affirming medical care, 
which can greatly improve quality of life for those who need it.13–16  Gender-affirming medical 
care consists of hormones, surgery, and other interventions offered by health professionals. Not 
all trans people want medical gender affirmation, and some choose to pursue one intervention 
but not others. The most commonly sought out intervention is gender-affirming hormones. But 
while 78% of trans people need hormone therapy, only 49% have ever received it, and 25% of 
trans people with insurance report being denied coverage for hormone therapy.2  A qualitative 
study of the TGNC community experience with healthcare across the South emphasized that lack 
of access to care and discrimination may be even worse in this region.17   
There are no published data about healthcare needs for the TGNC population in the 
Triangle area. However, while investigating the need for this clinic, the program coordinators 
spoke with around ten community members and organizations, and all were in agreement that 
trans people struggle to access gender-affirming care locally because of cost, availability, and 
discrimination. Clinic organizers also distributed an informal poll via social media to gauge 
interest in a free, student-run clinic, and community members responded that they were in need 
of such a service.  
 This local lack of access to gender-affirming care is most likely putting the wellbeing of 




high-risk sexual behaviors and poor health outcomes such as drug use, binge drinking, and 
suicidal ideation.3,9,18  Many trans people report resorting to using hormones without medical 
supervision, though rates of this potentially dangerous practice vary considerably with the 
population studied. The most representative US-based sample found that 8% of the TGNC 
population reports currently using hormones without medical supervision, but this 
underestimates the risk for some populations. Convenience samples have found that somewhere 
between 11% and 71% of trans people have at some point in their lives used hormones without 
medical supervision.2,19  About 3% also report using large volume silicone injections to change 
their appearance, which is not an FDA approved therapy due to the dangerous and potentially 
deadly side effects.2  Fortunately, several prospective research studies have shown that receiving 
gender-affirming care appears to reduce anxiety and depression, reduce relevant risk behaviors, 
and increase quality of life.13–16 
Provider competence in trans health 
Even if patients have the financial means to access care, most healthcare providers are 
not prepared to provide culturally competent care to trans patients. One survey found that 52% of 
physicians at academic outpatient practices report having had no training on the healthcare needs 
of people who identify as Lesbian, Gay, Bisexual, Transgender, Queer, Intersex, Asexual, or 
other historically marginalized sexualities, sexes, and genders (LGBTQIA+).20  A broader survey 
of primary care practitioners in a mid-western state found that while 78.0% of respondents 
reported they were comfortable treating LGBTQIA+ patients, 70.1% also felt ill-informed on 
LGBTQIA+ health needs.21  Additionally, when asked to complete a set of questions on basic 




questions on average, highlighting that comfort in treating LGBTQIA+ patients is not all that is 
needed to provide quality care.  
The upcoming generations of providers are not necessarily any better prepared to provide 
trans healthcare. A survey of family medicine residents found that while 53% were interested in 
incorporating trans healthcare into their future practice, a mere 10% of the sample felt they 
would be competent in such care by the end of their residency.22  Only 8.3% of family medicine 
residents surveyed felt that their residency education on trans healthcare was adequate. 
While the Association of American Medical Colleges (AAMC) recommends medical 
schools ensure students gain the “knowledge, skills, and attitudes necessary to provide excellent, 
comprehensive care for [LGBTQIA+] patients,” the most recent survey of medical schools 
showed that the median time spent on LGBTQIA+ education was only 5 hours.23,24  And while 
70% of schools covered the topic of gender identity, only 25% taught any content related to 
gender-affirming care. Other health professions trainees, including nursing and pharmacy, report 
similar deficiencies in their education in regards to trans health.25,26 
At University of North Carolina School of Medicine (UNC SOM), medical students are 
less confident interacting with transgender patients than cisgender patients, including for taking a 
sexual history (18.6% vs 57.1%), conducting sensitive physical exams (10.0% vs 44.6%), and 
providing routine screening and counseling (17.1% vs 56.5%).27  Although efforts are ongoing to 
incorporate more information on the health of the TGNC community, there is still a dearth of 
clinical opportunities for health professions students to learn about trans health  
Program Rationale 
In light of these health disparities and the paucity of educational opportunities in trans 




in partnership with the Student Health Action Coalition (SHAC). SHAC is a UNC-affiliated, 
student-run free clinic that has provided free healthcare to the Triangle community since 1968.28  
The clinic is run entirely by health professions students, including nursing, social work, 
medicine, pharmacy, dentistry, public health, physical therapy, psychology, and committed 
undergraduate students. SHAC operates every Wednesday night, and is located in a clinic 
building owned by Carrboro Community Health, a local community health center in Carrboro, 
NC. Although for much of its history SHAC has focused on acute care needs, several “specialty” 
clinics have developed successful models to deliver more specific and often ongoing care, 
including a monthly clinics for weight loss, psychiatry, ophthalmology, and cardiology.  
 The goal of the Gender-Affirming Care Clinic will be to improve the health of the low-
income TGNC community by providing free, culturally sensitive, gender-affirming care and 
creating opportunities for health professions students to gain experience serving this community. 
We will establish the clinic as a monthly service, entirely run by students and under the 
supervision of UNC SOM faculty. All SHAC student volunteers will be trained on how to 
interact in a culturally sensitive manner with trans patients. We will implement the program and 
an evaluation to ensure the program is meeting its twin objectives of health improvement and 
education. The program Logic Model can be seen in Appendix A.  
This paper will begin with a systemic review of the current methods of assessing health 
professions student learning about trans healthcare. Then it will progress through a program plan 
for the implementation of this clinic, including the context, theories, and objectives of the clinic. 
Next an evaluation plan for both the clinical care and the educational aspects of the program will 
be presented. Finally we will conclude with a discussion of the potential implications of this 





While there has been a considerable increase in the number of health professions training 
programs and health systems offering more content on trans health, the best way to evaluate the 
effect of these interventions has not yet been established.  While many professional societies 
have issued their own specific guidelines for clinical competencies, most have in common that in 
order to provide competent care for Lesbian, Gay, Bisexual and Transgender (LGBT) clients, 
practitioners must “(1) gain awareness of personal and societal LGBT prejudicial attitudes and 
biases, (2) develop appropriate clinical experience and skills to effectively treat LGBT 
clients/patients, and (3) gain a working knowledge of LGBT psychosocial and health issues.”29 
In considering how to evaluate our effectiveness in promoting learning for health professions 
students, the following research question was selected: “In training programs or educational 
interventions about general transgender health for health professionals, what health profession-
specific measures have been used to assess changes in knowledge, skills, and comfort?” 
Measures used in interventions for both practicing providers and students should be 
similar, so both were included in the review. Additionally, a variety of health professionals such 
as nursing, medicine, psychology, and pharmacy were included in the review, as our clinic will 
partner with students from all of these professions and as stated above, several of the core 
competencies are shared across fields. Only metrics which had been used to track change before 
and after an educational intervention were included, as this is the context in which we hope to 
use the metric. Therefore there is also an inherent comparison group due to the pre-post nature of 
the studies selected where each participant is compared to their baseline performance. Finally, a 
criteria for inclusion was use of objective measures of knowledge or clinical practices. This is 




and are willing to treat trans individuals, some of these providers may not have the knowledge or 
skills to do so well.30,31  One study of oncologists found that while 94% of survey respondents 
endorsed feeling comfortable treating LGBTQIA+ patients, less than 50% of them answered 
knowledge questions about LGBTQIA+ health correctly. Only 59.3% believed gender identity 
was important to know in order to provide quality care, and 26% reported actively inquiring 
about a patient’s sexual orientation when taking a history.31  This dangerous mismatch between 
confidence and competence highlights the need to not only track changes in provider’s self-
assessment of knowledge, but also track changes in objective knowledge and clinical practices.  
 
Search Strategy 
A PubMed strategy was implemented to identify and critique current published articles 
evaluating trans health educational programs for health professions students or providers. The 
full list of search terms can be viewed in Appendix B.  
The search results were exported from PubMed into Covidence™, a systematic review 
software.32  An abstract review and a subsequent full text review were then performed. The 
inclusion and exclusion criteria for the search can be viewed on the following page in Table 1. 
Articles selected for inclusion were abstracted and the contents condensed into Table 2. The 
articles were then evaluated for sources of bias and internal and external validity. Finally, the full 






Table 1. Systematic Review Inclusion and Exclusion Criteria 
 
Inclusion Criteria Exclusion Criteria 
English-language Non-English language only available 
Based in USA, Canada or the United 
Kingdom 
Based elsewhere 
Included control group (either Pre and post 
intervention evaluation, or compared to other 
group which did not receive evaluation.  
Only cross sectional survey without 
comparison groups.  
Assessed quantitative change in objective 
knowledge or clinical practices of health 
professionals or health professions students. 
Only reported self-assessed knowledge/skill, 
or only used qualitative methods. Only 
discussed the need for or prevalence of 
educational programs, evaluating patient 
education programs, or focused on 
environment for LGBTQIA+ employees (not 
patients). 
Included the text of the survey or enough 
language to assess the content of questions 
Only referred generally to domains of 
knowledge or attitudes without specifics 
about questions. 
Educational intervention and assessment was 
broad in focus with significant content on 
gender identity & skills to navigate provision 
of care for transgender patients.  
Limited to education and measurement of 
knowledge around a single narrow topic such 
as oncologic emergencies, cancer screening, 
STIs, or sexual assaults, or focus was broadly 
on LGBTQIA+ health without any 









Fig.1. PRISMA Diagram generated by Covidence™.  
As outlined in Fig.1, the search returned 602 titles on PubMed. Forty-six of these were 
selected for full text review, and 11 were ultimately included. Many studies were excluded 
because they only measured self-assessment of competence or knowledge, without any form of 
objective measurement. Several more studies appeared likely to qualify, but not enough 
description of the metric was available to assess the evaluation process (denoted as “no access to 
knowledge metric” in Fig.1). The first authors on these papers were contacted to request access 
to the metrics. Two responded and their studies were subsequently included, while the rest were 




examine the efficacy of the intervention, and often little attention was paid to explaining the 
metrics used to do so, or to assess the validity of these metrics, which is what this author was 
most interested in. The nature of the interventions, the metrics, and the results for each study is 
outlined in Table 2 (next page). 
The studies involved interventions in a wide variety of settings. Three were for medical 
residents, two for medical students, one for nursing students, one for pharmacy students, and two 
for a mixed group of health professions students. Only two studies assessed learning outside 
academic institutions, and these were in the context of military and correctional healthcare.  
Most of the studies used a pre-post assessment for a comparison group, though one study 
compared the outcomes of the intervention group to a comparable non-intervention group. 
Overall, selection bias was a major limitation of almost all of the studies, as participation in the 
assessments was voluntary even for those training programs which required the intervention as 
part of their curriculum. Therefore, any students/providers who were not interested in learning 
could elect not to take the survey, potentially inflating learning results.  
However, a few studies had relatively high participation rates in the surveys with required 
interventions, indicating the likelihood that all students in a cohort received the intervention and 
participated in the assessment, perhaps providing a more accurate depiction of learning for a 
general health professions audience. Ostroff had the highest completion rate following a required 
activity, with 98% completion, and Eriksson had 46% completion.33,40  While Ufomata had 
65.4% of residents and 82.9% faculty complete the initial pre-intervention evaluation, due to the 
structure of testing after every learning modules, they experienced attrition.34  The first post-
survey had 57% and 48% participation respectively, and the response rates for the 2nd, 3rd, and 




Table 2.  Review Summary of Selected Articles 














course for elective 
credit, exclusively 
focused on trans 
health.  
 
Pre-, immediately post-, and 3-month 
Post-elective questionnaire. Previously 
validated transphobia scale (9 items), & 
20 item content-based questions 
measuring trans-specific medical 
knowledge, cultural awareness, and 
knowledge of healthcare disparities and 
health policy.  
18% reduction in transphobia scores. 
Increase in knowledge of where to find 
more information, specific medications 
used for gender affirmation, best 
practices for the collection of gender 
identity, terminology, awareness of the 
gender dysphoria diagnosis in the 




3rd year pharmacy 




lecture. 70% cultural 
sensitivity and 30% 
pharmacotherapy for 
trans patients. 
Voluntary post-intervention 11 item 
knowledge-based survey (with ranked 
confidence in answers), & 2 questions on 
comfort providing care and medication 
counselling. Compared scores to 4th year 
class who did not receive the lecture. 
98% completion in intervention group, 
with mean knowledge score was 72.5% 
while the mean knowledge score for the 
control group was 63.4%, and 
confidence scores were 76.8% vs. 
60.6%.  No difference between groups 












Certificate Program is 
an elective for credit. 
Attendance required at 
4 of 11 sessions 
offered.  
Voluntary pre-post knowledge survey (11 
items, 4 on trans health), and the attitude 
survey (16 items, 4 trans specific). 
Attitude included general attitudes and 
clinical skills attitudes, and both surveys 
built on previously published surveys 
validated for attitudes around HIV 
positive patients.  
Mean knowledge score increased from 
6.9 to 8.46 (p<0.001), but were already 
very high for 2/4 Trans health 
questions. Attitude that trans identities 
are a natural expression of gender in 
humans increased (77% to 85%, 
p<0.05), though no significant changes 





Table 2.  Review Summary of Selected Articles 
Authors Population Intervention Methods Results 
Kelley, 
2008.37 
2nd year medical 
students at single 
institution. 
N=75 
Optional 1-hour LGBT 
patient panel & 
required 1-hour small 
group discussion, with 
pre-reading.  
Voluntary pre and post knowledge, (5 
items) attitudes (6 items), experiences (5 
items): one of each pertained specifically 
to trans health. Previously piloted with 
medical students & had proven content 
validity.  
52% response rate. Performance on 2/6 
knowledge and 2/6 attitude items 
improved significantly, including 
knowledge that LGBT people 
encounter barriers to care, importance 











program on LGBT 
terminology, cultural 
sensitivity, health 
issues, & barriers to 
care.  
15 item pre and post-test of knowledge (4 
items on related to trans health). Covered 
LGBT terminology, cultural sensitivity, 
preventive measures, barriers to care, and 
pertinent health issues.  
Overall performance on all but 4 
questions improved significantly. 
Performance on 1 trans health question 
was answered accurately initially, and 1 
other was low initially and did not 
improve. No statistical significance for 
results reported. 
Streed, 201939 Internal medicine 





online LGBT health 
module. Part of larger 
series of primary care 
modules.  
Pre- and post-test on knowledge of 
terminology, disparities, preventive care, 
substance use, mental health & STIs. 8 
trans health questions. Questions based 
on CDC & AAMC recommendations & 
expert opinion. 
Performance on trans-specific 
knowledge questions improved from 









LGBT health lecture 
for: terminology, 
health disparities, trans 
medical needs, & 
communication skills. 
Voluntary pre and post assessment. 
Modified-version of Attitudes Toward 
Lesbians and Gay Men Scale and two 
assessment tools developed for this 
study-- LGBT Healthcare Scale, and the 
LGBT Knowledge Questionnaire: 
contained 8 items on general LGBT 
health, 1 trans-specific. 
67% response rate. Statistically 
significant improvement in attitudes 
towards trans people and in 3 
knowledge questions relevant to 
general LGBT or trans health. 
Knowledge portion had a suboptimal 





Table 2.  Review Summary of Selected Articles 






residents at single 
institution 
N=21 
1-hour lecture on 
nature of gender 
identity, hormone 
therapy, and 
preventive care for 
trans patients. 
 
A needs assessment, and then pre and 
post assessment were conducted, 
including 5 knowledge items on trans 
health, and 3 about attitudes towards 
assisting trans patients with hormones.  
15% response rate. Percent willing to 
administer hormone therapy rose from 
5% to >70%. Statistically significant 
increase in correct responses on 2 
questions. Pre-survey and needs 
assessment showed attendees did not 










29 faculty. Post 
modules 1-4: N= 
57, 31, 25 & 27 
residents 
respectively, and 
14, 5, 3, 11 
faculty 
respectively. 
Four 45-minute LGBT 
health case-based 
sessions over 4 
months, based off 
AAMC and Fenway 
materials. Covered: 
LGBT issues, cultural 
competencies, health 
promotion and disease 
prevention, & mental 
health, violence, & 
reproductive health. 
Required unless night 
float etc. 
Implicit Association Tests, and pre-post 
survey of knowledge and confidence in 
caring for LGBT patients, based on 
AAMC competencies & piloted before 
the study on faculty. 8 items on trans-
related health. Distributed pre surveys all 
at once, and post surveys after every 
module. Survey was voluntary. 
65.4% of residents and 82.9% of 
faculty completed pre-survey, 
participation dropped from there on. 
IAT showed average slight preference 
for straight people. Knowledge scores 
increased from mean of 42% to 66% (p 
< 0.0001). Participants’ confidence in 
providing information about resources 
and implementing gender-neutral 
clinical practices increased significantly 
(p<0.05). 4/8 trans health relevant 









1 hour mandatory 
lecture on gender 
identity and hormone 
therapy.  
Voluntary pre-post survey with 3 
questions on origins & durability of 
gender identity and appropriateness of 
hormone therapy for gender dysphoria.  
46% completion of class of 121 for pre-
test, 100% for post-test. Significant 
increase in percent of students 




Table 2.  Review Summary of Selected Articles 











N= 58 trained. 
N=40 completed 
the pre-test, 34 
post-, and 28 the 
3-month follow 
up.   
Single 90 minute 
session in group 
setting offered 3 times 





Voluntary pre-, post- (T1), and 3-month 
(T2) survey. Transgender Knowledge, 
Attitudes, and Beliefs Scale (TKAB), 
Transgender Clinical Competency Scale 
(TCCS) (including Gender Affirmation 
Knowledge & General Healthcare 
Knowledge). TKAB and TCCS were 
previously validated with healthcare 
providers, & TKAB underwent 
psychometric evaluation. Linear mixed 
effects regression models were 
constructed for baseline to T1 and 
baseline to T2. 
Providers’ willingness to provide 
gender-affirming care improved at T1 
& T2 (β = 0.36; p < 0.001). Increase in 
transgender cultural competence (χ2 = 
22.49; p < 0.001), medical gender 
affirmation knowledge (χ2 = 11.24; p = 
0.01), & general medical knowledge (β 
= 1.02; p = 0.08). TKAB reliability: 
Cronbach’s α=0.96. TCCS reliability 
for General Healthcare Knowledge: 
α=0.80. For Gender Affirmation 





For optional educational interventions, the students who chose to engage were likely 
more interested in the topic than their peers. It is therefore probable that they would perform 
better than the average health professions student. This calls into question to external validity of 
studies which only evaluated a voluntary educational activity, as they may be less applicable to 
any educational effort which attempts to engage an entire class or cohort of students.  
The different metrics tested relatively different knowledge, with a varying degree of 
focus on trans health. While only interventions which assessed some degree of learning about 
trans health were included, the number of items relevant to trans health ranged from 21 (White 
Hughto) to 3 (Strong).43,38  Some interventions tested only knowledge on clinical care, while 
others attempted to assess knowledge about trans identity, terminology, culturally sensitive 
practices, and health disparities.   
Different programs drew from a variety of sources to create their knowledge questions 
and applied a variety of processes to assess their validity and reliability. White Hughto used a 
scale that had been previously validated with healthcare professionals, the Transgender Clinical 
Competency Scale (TCCS).43  They additionally reported on the scale reliability of each domain 
of the assessment using Cronbach’s alpha, a statistical measure which indicates better internal 
consistency the closer alpha is to one. The TCSS had acceptable Cronbach’s alphas ranging from 
0.75 to 0.81 depending on the time point. Strong built their survey from a combination of a 
previously published survey and additional questions generated by a review of the literature, and 
also reported a measure of internal consistency.38  However the Cronbach’s alpha was 0.56, 
indicating a poor level of reliability, which means the survey items which were intended to be 
measuring similar things did not reliably do so. They also had a panel of LGBTQIA+ students 




the survey. Kelley also reported using a survey which had been previously validated with 
medical students and found to have good content validity.35  However, it had only a few 
questions related specifically to trans health, while the majority referred to LGB or LGBTQIA+ 
patients more broadly. Braun focused exclusively on trans health, and the questionnaire items 
were developed based on feedback from prior years’ courses, the faculty expertise, and the input 
of student leaders of the course.33  Streed based the survey on AAMC competencies and CDC 
recommendations, and asked two other faculty with experience in LGBTQIA+ health to assess 
for face and content validity.37  Ufomata’s survey was based on their curriculum which 
addressed AAMC competencies and was piloted on faculty and fellows in internal, adolescent, 
and family medicine.32  Sawning used a modified version of a previously published study 
(Sanchez), which had based questions off of Healthy People 2020 goals.34  Ostroff and Shrader 
only mentioned that they created the surveys and did not describe the process of creation or an 
assessment of validity or reliability.31,36  
While the majority of programs also attempted to assess some aspect of attitudes towards 
trans people, this varied significantly, from in-depth validated measures of transphobia to 
questions about willingness to treat trans patients. Four studies (Ostroff, Shrader, Streed, and 
Eriksson) did not attempt to measure attitudes at all.31,36,37  For those that did measure attitudes, 
one chose to examine implicit bias, using the Implicit Association Test to test for preferences for 
gay or straight people—no test exists to measure implicit bias against trans people.40  The other 
studies measured explicit attitudes using a variety of tools. White Hughto used the Transgender 
Knowledge, Attitudes, and Beliefs Scale (TKAB), a scale that was previously validated with 
healthcare providers but is for the general population. They reported a Cronbach alpha of 0.96 




a non-health provider context.33  Sawning and Kelley used modified versions of validated 
surveys originally used to measure provider attitudes towards different stigmatized groups, such 
as LGB or HIV positive patients.34,35,44  Kelley’s modified survey which was based on the Index 
of Attitudes toward Homosexuals was also previously piloted with medical students and found to 
have good content validity. Strong’s attitude survey was an expanded version of the Attitudes 
Towards Lesbians and Gay Men Scale, which had previously been validated with college 
students, and was expanded to include attitudes towards bisexual and trans people.38  Thomas 
provided no description of how they created their attitude measures.39  
Finally, most tools were also used immediately before and after the intervention, with 
only two studies attempting to examine longer term learning. White Hughto asked participants to 
complete a follow up survey three months after the intervention and showed similar results.41 
Braun did the same, but their study suffered from low retention and they were unable to analyze 
the data collected at three months.33   
 
Discussion 
While many interventions exist which attempt to improve health professional knowledge 
and attitudes on trans health, the majority have not be evaluated with metrics that measure 
objective knowledge or competency, relying instead on self-assessment. While self-assessment 
can be relatively accurate, some studies have shown it to be a poor predictor of objective 
assessments of physician competence, in particular low-performing physicians.45 Therefore it is 
beneficial for evaluations of educational interventions to have an objective component.  
However so far no single survey has emerged as a leading metric for use in assessing the 




metrics are in use, as demonstrated by the fact that no two studies examined above used the same 
set of metrics to assess student learning or attitudes. Some of this variation is very appropriate, 
considering the wide range of goals and contexts for the educational interventions. Still, there 
may be utility to developing some standardized measures for a set of core competencies needed 
by all health professionals to provide culturally sensitive care to trans patients, such as how to 
use pronouns and gender neutral language, basic LGBTQIA+ terminology, the need for access to 
gender-affirming care, and the existence of health disparities and widespread transphobia within 
healthcare. 
In spite of their limitations, all of the assessments showed improvements in objective 
knowledge as well as attitudes (if measured). This provides hope that such interventions may 
prove to be the first steps in providing more hospitable clinical environments and ultimately 
reducing health disparities faced by the TGNC community. Future studies should attempt to 
refine and assess the validity and reliability of these metrics, as well as ensuring they reflect all 




Program Overview  
Access to gender-affirming care and more generally safe, respectful, culturally competent 
healthcare is consistently noted to be a top priority for many in the TGNC community nation-
wide and in the South.46  However there are many barriers to accessing gender-affirming care 
and other needed medical care for many trans people. Low rates of insurance, high rates of 




trans people.2,46  Even for those who have insurance, gender-affirming care is sometimes 
explicitly excluded.47  Community health centers in the area, including Piedmont Health in 
Orange County and Lincoln Community Health in Durham County, have providers who can 
prescribe hormone therapy for trans patients at a low cost. However there is a $25 co-pay which 
is unaffordable to some patients, and often the providers who have experience in this arena are 
not taking new patients due to the high demand for their services.  Because hormone therapy 
requires regular visits with frequent labs, this care can quickly become expensive even at 
community health centers.  
Additionally a long history of mistreatment by the medical establishment has led to a 
deep sense of mistrust of medical professionals in the TGNC community. This is further 
reinforced by the fact that trans individuals continue to have many negative experiences with 
healthcare providers.2,46   
The Gender-Affirming Care Clinic will seek to address this gap and improve the health of 
the low-income TGNC community by providing free, culturally humble, gender-affirming care 
and creating opportunities for health professions students to gain experience in serving this 
vulnerable population. We will partner with the Student Health Action Coalition (SHAC), a 
student-run clinic which provides a variety of free medical services, to offer a monthly gender-
affirming care clinic. A team of approximately six medical students and other allied health 
professionals will care for trans patients, providing prescriptions for hormonal therapy, primary 
care services (including Pre-Exposure Prophylaxis or PrEP), and referrals to specialized gender-
affirming care. Given the interdisciplinary nature of SHAC, the clinic will also serve as an entry 
point for this underserved population to access other medical, mental health, and social services. 




economically, and eventually will transition to a primary care clinic. We will also contribute to a 
healthier future for the TGNC community by helping educate the next generation of allied health 
professionals in trans health. 
 
Program Context  
Political environment 
In recent years healthcare for trans people has become an increasingly politicized issue. 
During the Obama era, administrative rulings and court cases sought to either include gender 
identity explicitly as a protected class or argued that discrimination against trans people 
constitutes discrimination on the basis of sex, and therefore constitutes a violation of Title VII of 
the Civil Rights Act of 1964.48–50  Protections against discrimination in healthcare which were 
extended to the TGNC community through this expansive understanding of sex were never 
realized due to protracted legal battles. Now the Department of Health and Human Services has 
published a proposed rule to explicitly define sex discrimination as based on biological sex, and 
excluding gender identity.51  Still, some national policies, such as the requirement for medical 
homes and community health centers to report gender identity data on all patients, are 
encouraging healthcare organizations to begin considering the needs of trans patients.52,53  
At the state level, both health coverage and protection against discrimination have been 
contentious issues. North Carolina first added coverage for gender-affirming care to its state 
employee health plan, and then dropped it.47  The infamous “bathroom bill” HB-2 and the bill 
which replaced it, HB-142, have made it illegal for any municipality to create legislation 




to healthcare, have created an  increasingly hostile environment for trans North Carolinians 
which directly impacts health.  
The NC Coalition Against Domestic Violence created a survey which was administered 
in 2018 and asked TGNC participants to reflect on the impact of the law on their health and 
wellbeing.56  They used this data to create estimates for harms of the law on the state-wide 
population. The report indicates that HB2 caused one in ten trans residents to miss work or 
school and three out of eight residents restricted their activities because of bathroom access. 
After HB142 was passed, two-thirds reported increased anxiety, and half reported increased 
depression. Many TGNC people reported having experienced more violence after the law was 
passed, and it is estimated that 1,000 to 2,000 additional trans people suffered violent incidents 
because of these laws.  Additionally, 5,000 people contemplated suicide and 13,000 experienced 
overt discrimination. Today, trans North Carolinians have no state or federal legal protections if 
they experience discrimination in housing, employment, or healthcare, or public 
accommodations.57 
Local municipalities in urban areas have been more supportive of trans rights, and 
Orange and Durham Counties have many LGBTQ-oriented businesses, cultural events, and 
resources.58  However because of HB142, no local laws can specifically protect trans rights.55 
Consistency with national, state, and local priorities 
One of the goals of Healthy People 2020 was to “[i]mprove the health, safety, and well-
being of lesbian, gay, bisexual, and transgender (LGBT) individuals.”59  Noting the disparities 
facing this population, Healthy People 2020 set goals around health systems gathering 
information on this population and ensuring services were culturally appropriate.  Key to this 




At the state level, while there are no objectives within Healthy NC 2020 which align 
directly with addressing LGBTQIA+ health, the state does aim to reduce the rate of new HIV 
infections in the state, as well as the suicide rate.60  Within the TGNC population, these goals are 
unlikely to be achieved without increasing engagement in primary care and access to gender-
affirming care. As there are estimated to be 44,750 trans individuals in North Carolina, making 
up 0.60% of the state population, their health cannot be ignored in reaching these goals.61  
Orange County found in its 2015 Community Health Assessment that the top two 
priorities were social determinants of health (including access to healthcare) and mental health / 
substance use.62  Our program will explicitly address access to healthcare, and we hope that 
through the clinic we will also help those patients who are in need with mental health and 
substance use services.  However there was no explicit mention of the LGBTQIA+ community 
within the assessment.  
During the 2016 Durham County Community Health Assessment Survey, it was found 
that around 1% of residents identified their sex as either “transgender” or “self-identified / 
other.”63  Top priorities for the county included access to healthcare and mental health concerns. 
The assessment also dedicated an entire chapter to discussing the lack of data around 
LGBTQIA+ health in Durham County, and called for coordinated action to address LGBTQIA+ 
health disparities, including access to care, HIV, violence, and mental health. It echoed the 
national Healthy People 2020 recommendation to recognize trans health needs as medically 
necessary and additionally prioritize “providing training in health education programs (medical 
schools, residency, nursing schools, Physician Assistant programs, etc.) that focuses on 




Although mental health and HIV are recognized as very important issues within the 
TGNC community, one study in Arkansas found that the top healthcare priorities for the majority 
of trans and non-binary people were “insurance coverage for transition-related care,” “access to 
and/or availability of transition-related care,” and “education of healthcare providers about 
transgender patients and issues.”46  According to the principles of community engagement, 
public health programs should “recognize and value priorities determined by the community.”64 
Fortuitously, there is growing evidence that these goals are aligned, and providing access to 
gender-affirming care is indeed tied to better mental health and better adherence to PrEP, health 
outcomes which are priority areas for public health agencies.9,65  Clinics can also act as hubs for 
connecting patients to other needed medical and social services, thereby helping to address a 
variety of issues. 
At the institutional level, many but not all local healthcare entities have been making 
improvements in trans healthcare. Duke University has developed a gender-affirming care center 
for pediatric patients and their family medicine residency is integrating gender-affirming care 
into its training for all residents.66,67  At UNC, while the pediatric department has also 
established a successful Pediatric and Adolescent Clinic for Gender Wellness, there are far fewer 
resources for adult trans patients, and no unified programs exist to address gender in the primary 
care specialties.68  However at the school of medicine, a Sexual and Gender Minority Health 
component of the curriculum is in the process of being implemented, promising to increase 
exposure to these clinical topics.69  
Acceptability to providers and recipients 
 In order to succeed, the clinic will need to be acceptable both to the institutions and 




clinic. Acceptability to patients is key, as many trans people do not even attempt to seek 
preventive or non-emergent care because of fear of negative experiences in healthcare settings.70 
We hope that because this clinic is being established by two trans medical students and myself, a 
queer medical student, the clinic will be more acceptable to the local community, to which we 
collectively have many ties. We also distributed a survey via LGBTQIA+ social media and 
received anonymous responses from 11 TGNC people who indicated they would use the clinic, 
and provided a space for them to share suggestions or concerns. Finally, we spoke with a handful 
of community organizations and key community leaders to ensure that the clinic is needed and 
that it would be acceptable to the community. For community organizations, we spoke to El 
Centro Hispano, the LGBTQ Center of Durham, and the LGBTQ Pop-Up Center of Carrboro. 
For community leaders, we tried to reach people from different demographics, but ended up 
mostly speaking with younger individuals, apart from one middle-aged trans woman. The 
majority of our contacts were also trans women or non-binary. We did speak with some Latina 
trans women, but no one who identified as Black, Native American, or Asian. We will continue 
to reach out to members of the community, particularly the local Black trans community, while 
also further developing the connections we currently have. We hope to have community 
involvement on the planning, implementation, and subsequent improvement of the clinic to 
ensure acceptability. This will include input on language used in advertising and clinic materials, 
allocation of resources, and content of student training.  
In addition to drawing on our collective lived experiences and the experiences of our 
communities, we have consulted the literature to ensure that we are creating structures that will 
be supportive of our patients. We will be providing a 2-hour training on LGBTQIA+ care for all 




and triage staff, nursing students who draw labs, and the social work students who provide needs 
assessments and referrals. Additionally we will work with the clinic to ensure that organizational 
and physical aspects of the clinical experience are supportive of our patients. This includes 
presence of single occupancy restrooms, intake forms which allow patients to self-identify their 
gender and sexuality, and reminders about correct pronouns on all clinic forms for staff use. 
Additionally, all materials we will use to advertise and with patients will be available in Spanish 
and English, and two of the student providers are professionally fluent in Spanish. 
We have also chosen to use an informed consent model of care, rather than requiring a 
formal diagnosis of gender dysphoria from a mental health clinician. There are multiple sets of 
guidelines for providing gender-affirming hormone therapy, with the best known being the 
World Professional Association for Transgender Health’s (WPATH) Standards of Care.71  In 
these, it is recommended that a formal diagnosis of gender dysphoria be made by a mental health 
professional or “hormone provider who is also qualified in this area” prior to initiation of 
hormone therapy 71 
However other authoritative guidelines, including those produced by the University of 
California, San Francisco (UCSF) Center of Excellence for Transgender Health, emphasize is 
instead placed on an informed consent model of care.72  Rather than relying on a diagnosis of 
gender dysphoria by a mental health professional, this model recognizes that hormone therapy 
should be treated like all other medical decisions in that it is made by a patient and their clinician 
after an in-depth discussion of the patient’s individual risks, benefits, and alternatives of a given 
intervention. The approach is rooted in a recognition that requiring a diagnosis of gender 
dysphoria still pathologizes the experience of trans people, and often serves as an additional 




informed consent model as another legitimate method to provide gender-affirming hormones, 
and discusses the differences in the approach in its most recent guidelines.71  Research has shown 
that more patients are able to access services, and there are comparable levels of poor outcomes, 
such as regret, under an Informed Consent model compared to a traditional model.75,76  
We additionally chose to partner with primary care providers rather than 
endocrinologists. This model allows us to fulfill a community desire identified through our 
conversations with community stakeholders, which is to have a single place they can come for 
their care. While historically primarily endocrinologists provided gender-affirming hormone 
therapy, guidelines have been developed and now it is standard practice for primary care 
providers to prescribe hormones.72  However, in order to ensure back-up expertise, we will work 
with the endocrinology department to garner support in case more medically complex patients 
need their services.  
 Generally we hope to alleviate concerns any student volunteers may hold about the 
acceptability of providing gender-affirming care via our trainings, which will cover how access 
to gender-affirming care can improve quality of care and reduce disparities. However it is likely 
that some students will not fully absorb these trainings, as research shows that providers who 
hold bias against trans people do not improve their knowledge of trans health even if with 
education on the topic.77  
Financial resources 
 The financial aspects of providing free medical care can be daunting, but fortunately 
much of the groundwork has been covered by SHAC, which is well established and financially 
stable. The clinic is able to use the fully equipped medical rooms of Piedmont Health clinic, 




by nursing students and LabCorp donates $1000 per month to cover the costs of all labs for the 
clinic. The electronic health record and costs of printing are covered by SHAC, as is the cost of a 
program called Care Message™ used for care coordination. Attending clinicians volunteer their 
time, as do student clinic coordinators and providers.  
 In order to cover additional costs, we will be seeking funding from a variety of sources, 
including fellowships and individual donors. This seed money will help to cover any lab costs 
which are beyond SHAC’s monthly budget and safe injection supplies for patients using 
injectable formulations. It is difficult to project the lab costs that will be associated with the 
clinic, as these are highly dependent on how many patients we have. Also costs will vary 
depending on how many patients we serve who are new to hormone therapy versus those who 
have already been established on hormones, as there are more expensive labs required in the first 
year of therapy and then very few labs required after that. If there are funds left over, they will be 
used to provide assistance with transportation and the establishment of a fund to assist with the 
cost of hormones. 
 The long-term viability of the clinic will depend on whether its lab costs fit within the 
costs of labs already donated by LabCorp, or if not, on securing ongoing funding to cover these 
costs or reducing the number of patients served in order to be within these cost constraints. 
Further exploring the costs associated with patient care, and then finding sustainable sources of 
funding as necessary will be a prime objective during the first year of the program.  
Technical feasibility: 
There are always questions of feasibility when establishing a new clinical service, and 
especially in the context of a resource-limited setting such as a free clinic. The clinic at SHAC is 




ophthalmology, counseling, and physical therapy. However there are no imaging services 
available, and we will be unable to directly provide our patients with surgical services or most 
specialty services. Additionally, due to the cost of the labs which are necessary to monitor 
hormone therapy, we will be limited in the number of patients we can see. Finally, we will be 
limited to seeing adult patients at least initially due to the additional legal and technical barriers 
to seeing minors, such as access to supervising pediatric endocrinologists and the legal 
framework to see minors and navigate when consent for treatment must include the guardian. 
Although we hope to one day be able to offer hormone therapy at SHAC through the 
SHAC pharmacy, the pharmacy team did not have enough personnel to provide volunteers this 
year, so currently we will not be able to dispense medications. However we will provide paper 
scripts for hormones along with GoodRx™ coupons patients can fill at their desired pharmacies, 
and safer injections kits for those who need them.   
The Care Message™ system will provide a convenient way to allow us to communicate 
with clients, but clients without phones or emails may have more difficulty accessing the clinic. 
Transportation is also likely to be a major barrier to care, as our community survey and contact 
with community agents indicated many people do not own a car, and as the clinic is held at night, 
some people may not feel safe using public transportation to arrive at the clinic. We will explore 
options such as providing transportation via volunteer drivers, or seeking donations of rides from 
rideshare companies or local taxi companies. 
The timing of our clinic may prove to be another feasibility barrier, as it will only be held 
once per month, and patients will need to come in for labs the week before if we wish to have 
their levels at their appointment in order to guide treatment. We anticipate being able to 




have their labs drawn the week prior. If this is not done, we can check in clinically during their 
visit, draw labs then, and call in an adjusted prescription to their desired pharmacy when we 
review the results.   
Engagement of Key Stakeholders 
The program will need to engage with a broad variety of stakeholders in order to succeed 
and be sustainable. Starting with community stakeholders, the clinic must be open to input and 
feedback from the TGNC community and the patients serve. The clinic was created because of 
consultation with key community leaders who expressed a need for such a program, including 
staff from the LGBTQ Center of Durham, the coordinator for the TransLatina support group 
“Entre Nosotras,” and other community organizers in Carrboro and Chapel Hill. We will 
continue to check in with these community contacts as we finalize clinic plans and move to 
implementation. Their input can also help us to improve our ability to refer patients to needed 
services, to modify our clinic to fit changing community needs, and ensure that they are 
receiving good feedback on our performance from the patients they refer to us. While some of 
this will be informal, we will also write to them biannually to check-in, and will meet face to 
face on an annual basis. We will solicit feedback directly from patients via an anonymous 
suggestions/comments box, as well as patient satisfaction surveys which will be administered 
anonymously via an online form given to patients. 
Our other primary stakeholder is SHAC, as it will be hosting the clinic and sharing its 
resources which will make the program possible. While our program will have some funding of 
its own due to independent donors, SHAC will be covering many of the clinic costs including 
infrastructure, labs, and communication software. SHAC CEOs will need to be updated on a 




care provided. The medical directors at SHAC will need updates about day-to-day operations of 
the clinic and will be communicated with every month to ensure rooms are available.  
Within SHAC, various other team leaders and their volunteer members are key 
stakeholders that will need to be bought into the mission of the clinic and understand their role 
within it. All volunteers involved with the clinic will need to undergo a 2-hour training on 
serving trans patients. For front desk and lab, we will be requesting changes in the forms, and for 
social work we will be requesting their help to develop a list of resources that are LGBTQIA+ 
friendly. We will need their buy-in to ensure these efforts will actually result in a welcoming 
clinic environment.  
Our clinical preceptors will also be involved in planning the details of care delivery at the 
clinic, as they are key stakeholders without whom we could not function. Therefore we will be in 
close contact throughout the planning process to ensure that documentation and clinical 
procedures will be acceptable to them. We will continue to provide at minimum monthly updates 
to them about patient care and clinical flow. 
The Medical Education Supporting Sexuality and Gender Expressions (MESSAGE) 
Scholarly Concentration at UNC SOM is another stakeholder that, while only peripherally 
involved currently, will be integral to the sustainability of the clinic in the long term. The 
MESSAGE Scholarly Concentration is a four year track for students who are passionate about 
LGBTQIA+ health. Students are required to complete projects and clinical hours, and receive 
training in cultural competency with LGBTQIA+ patients. The directors of the program are 
excited that the Gender-Affirming Care Clinic will be a place where students can learn, and 
anticipate the MESSAGE program serving as a pipeline for culturally competent student 




Other stakeholders include our funders, our preceptor’s academic departments, the Queer 
Straight Alliance at the medical school, the academic coil of the curriculum focused on Sexual 
and Gender Minority health, community resources and other providers to which we will refer our 
patients, other gender-affirming care providers (such as Piedmont Health, Lincoln Community 
Health, Duke University, and UNC Pediatrics and Endocrinology departments), and the various 
health professions schools from which our volunteers will come (nursing, pharmacy, medicine, 
social work etc.). Our funders may require certain forms of reporting, which we will explore in 
detail with them to ensure their satisfaction. Most other stakeholders will be communicated with 
as needed, with check-ins on a yearly basis in order to maintain the connections and build a 
network of support and referrals for the clinic. 
 
Program Theory  
Health programs are more likely to achieve their goals if they are rooted in an 
understanding of the health behaviors of their intended participants, the environmental context 
for these behaviors and the mechanism by which the program influences these. In order to build 
a clinical model which will truly address some of the root causes of health disparities trans 
people face, it is important to examine why these disparities exist, and how they can be 
influenced. Using the ecological perspective, we can see how larger social forces combine with 
interpersonal and individual level factors to put trans women at risk for poor health outcomes 
and make it more difficult for them to find social, legal, medical and psychological gender 
affirmation. The model of gender affirmation more explicitly shows how at the individual level, 
stigma and psychological stress increase the high-risk health behaviors, and illuminates why 




Cognitive Theory helps illuminate the how the self-efficacy, goals, and outcome expectations of 
health professions students affects their ability to change how they interact with trans patients. 
Before discussing the program theories, it is important to define gender affirmation and 
its dimensions. As defined by Sevelius, “gender affirmation refers to the social process of being 
recognized or affirmed in one's gender identity, expression, and/or role”.3  Reisner and Glynn 
each further expanded on this definition and mapped four key aspects of gender affirmation 
which are key determinants of health for many trans people; social, psychological, medical and 
legal.9,10  Social affirmation consists of having your gender recognized interpersonally and 
institutionally through use of chosen name and pronouns (among other behaviors). Psychological 
affirmation is an internally-felt sense of self-actualization and validation of one’s own gender, or 
the congruency of the internal sense of gender with the external gender.9  Medical affirmation 
such as hormone therapy and surgical procedures can also be an aspect of gender affirmation for 
some trans individuals, as can legal gender affirmation through name changes and gender-
congruent markers on official documentation. It is important to note that not all trans people 
want or need all of the above aspects of gender affirmation, and it is an individual process. 
Ecological Perspective  
The socio-ecological perspective emphasizes how multilevel contributors, from 
individual psychological factors, to community level or policy factors interact and are 
reciprocally shaped by one another to produce health outcomes.78  Trans people face barriers to 
good health at multiple levels of the ecological model, but many of these barriers are rooted in 
cultural-level stigma and transphobia.3,79 
At the legal, economic and sociocultural level, lack of legal protections combined with 




and employment.2,79  Many trans people are marginalized economically and socially, and for 
trans women, the specific intersection of sexism with transphobia results in an even greater level 
of discrimination often termed transmisogyny.  For trans women of color, racism further 
compounds the disadvantages, forcing some to turn to sex work in order to survive. Although 
some trans women engage in sex work out of choice, many have few other options for 
employment, and can be at higher risk for HIV and violent victimization due to this work. Lack 
of access to legal gender affirmation and therefore inability to present identification documents 
can exacerbate these economic vulnerabilities.10  Through our clinic, we will connect trans 
patients with legal and social resources, and provide them with free medical care which would 
otherwise be out of reach financially. Additionally, medical affirmation can make it easier for 
trans people who want to not be easily recognizable as a trans person during their daily life to do 
so successfully. Therefore it may shield people from violent victimization and make it easier for 
them to obtain housing and employment, even while living in a transphobic environment.  
At the institutional and interpersonal level, many medical institutions have failed to 
create a welcoming and affirmative clinic environment for trans patients.2  Many clinics still 
have documentation, policies and procedures which are demeaning and dehumanizing to trans 
people, such as lack of appropriate restrooms, intake forms, and systems to ensure pronouns and 
names are used. At the interpersonal level, trans people who have experienced harassment, 
judgement, or ignorance around basic trans health often lose faith in the medical system and 
choose to not seek preventive and primary care.70  Many also turn to non-medical sources of 
medical gender affirmation, such as unsupervised hormone therapy or silicone injections, putting 




sensitive environment, we hope to build trust with the medical system and engage our patients in 
both medically supervised gender affirmation and preventive care.  
Another institutional level factor is that few providers have been trained in how to 
provide gender-affirming care, and the majority of medical schools and primary care residencies 
have continued to not provide sufficient training on trans health.22,23  These institutional priorities 
arise from stigma and cis-normativity, and result in insufficient numbers of clinicians capable of 
providing gender-affirming care.79 
At the intrapersonal level, the gender affirmation framework for conceptualizing risk 
behavior among trans women of color developed by Sevelius helps to illuminate some of the 
potential pathways by which lack of gender affirmation can lead to poor health outcomes.3 While 
this model was developed from the experiences of trans women of color, much of it could also be 
applied more broadly to trans and gender non-conforming people. This model posits that stigma 
leads to social oppression and psychological distress. The resulting psychological distress causes 
an increased need for external gender affirmation. However social oppression generally leads to 
fewer avenues to access gender affirmation in everyday life where trans women are more likely 
to experience socioeconomic marginalization and transphobia. When the need for gender 
affirmation exceeds the individual’s access to gender affirmation, they will engage in behavior 
they otherwise might not have in order to obtain affirmation of their gender identity or cope with 
the distress.3 This can expose trans women to risks, such as exchanging sex for money or for 
affirmation, sex under the influence of substances, entering into relationships with unequal 
power dynamics vulnerable to abuse, and excess substance use, not mention depression, anxiety, 




using hormones without medical supervision, reusing or sharing of needles, higher than 
recommended doses of hormones, or large-volume injections of loose silicone.79  
Fortunately, researchers have shown that access to medical gender affirmation through 
hormones can be an important source of increased self-esteem and improved psychological 
welfare, as well as reduced rates of HIV risk behavior.3,9,13–16,65  Therefore we hope that by 
providing gender-affirming care in a culturally sensitive environment, we can address this 
important social determinant of health, while also providing or referring to other needed services 
such as PrEP, mental healthcare, and social/legal services. 
Social Cognitive Theory 
Social Cognitive Theory (SCT) outlines three factors (self-efficacy, goals, and outcome 
expectations) that influence likelihood of individual behavior change.78  Additionally, the SCT 
includes the concept of reciprocal determinism, in which behavior shapes the environment, and 
then environment in turn shapes behavior. The SCT is helpful in examining how healthcare 
professionals can learn to provide more culturally humble care to their trans patients.  
Research shows that most health professions students (and practicing providers) are not 
confident in their ability to serve trans patients.21,27  By teaching how to use gender neutral 
language and other knowledge and skills necessary to engage respectfully with trans patients, we 
can increase their behavioral capability to provide quality care to gender diverse individuals. We 
will also try to encourage self-efficacy in this realm, by providing specific outlines for the 
desired behavior change (use of gender neutral language, respect for trans clients), and breaking 
them into manageable steps.  
The reciprocal determinism, or mutual dependency of the clinical environment and staff 




environment to facilitate behavior change.78  Therefore we are changing the intake and tracking 
documentation for the clinic so that it will be easy for people to view and use the correct names 
and pronouns for patients.80  In order to encourage volunteers to put in the effort for these 
behavioral changes, we emphasize the impact their behavior has on trans people and the goal of 
this clinic, which is to provide quality care to trans people who face many health disparities.  
Finally, it is necessary to address outcome expectancies for volunteers. It is a common 
concern among front desks staff that non-LGBTQIA+ patients will react negatively to forms that 
request information on sexual orientation and gender identity.81  Therefore we provide 
reassurance that these questions have been tested in many clinical contexts, including in a rural, 
community health center in South Carolina; in practice, the vast majority of patients understand 
the need for this information and very few actually become upset when asked.82  Additionally, 
we provide staff with handouts to guide conversations with patients if they have questions.83  
 
Goals and Objectives: Short and Long term 
Our program goal is to improve the health of the low-income transgender and gender 
non-conforming community by providing free, culturally competent, holistic primary and 
gender-affirming care, while also creating opportunities for health professions students to 
improve their knowledge and competence in providing quality care to this vulnerable population. 
Objectives and Activities 
1. In month 1, recruit 2 faculty mentors with experience in providing gender-affirming care 
and ability to provide primary care services such as PrEP and antidepressants. 
○ Activities: Compile a list of all providers within the UNC system who prescribe 




to commit to precepting one clinic every other month and providing consultation 
when patient needs arise in the interim. 
2. By month 2, secure funding for the cost of labs and safe injection supplies.  
○ Activities: Apply for fellowships and other funding opportunities. Pursue other 
sources of funding in an ongoing manner to ensure long term sustainability and to 
offer assistance with the cost of hormones.  
3. By month 4, provide training for all SHAC laboratory and front desk volunteers on 
effective communication and cultural humility in trans health. By month 6, train all 
SHAC volunteers.  
○ Activities: Design 2-hour curriculum to cover LGBTQIA+ terminology, trans 
health disparities, and effective, sensitive communication for the clinic. Secure 
buy-in from each team leader to require the training for their staff, and help track 
completion. Deliver the curriculum to all clinic volunteers, prioritizing front desk 
and lab volunteers. 
4. By month 6, ensure the clinical environment and all clinical documentation is welcoming 
for trans patients. 
○ Activities: Redesign all clinical documents in both Spanish and English to allow 
for chosen names, pronouns, and currently recommended Sexual Orientation and 
Gender Identity collection questions. Ensure single stall bathrooms are available 
in the waiting room. Train all clinical staff.  
5. By month 6, recruit at least 12 low-income trans patients who desire gender-affirming 




○ Activities: Create Google Voice account with bilingual voice-message and clinic 
email address to receive patient inquiries. Create bilingual language versions of a 
website, flyers, and email messages to advertise the clinic, and distribute these via 
our community partners beginning 2 weeks before first clinic. Create 
CareMessage™ account in order to send appointment and lab reminders. 
6. By month 12, SHAC Pharmacy will provide volunteers to the clinic and stock basic 
hormone therapy in their on-site pharmacy. 
○ Activities: Meet with SHAC Pharmacy directors and identify barriers to their 
team’s participation. Provide training for team members and the pharmacy 
residents who supervise them. Work with them to source, store, and prescribe 
hormone therapy.  
7. By month 18, 90% of patients will be engaged in quality gender-affirming care, as 
measured by having attended at least 3/4 visits and received all indicated monitoring 
laboratories.  
8. By month 18, 90% of patients will be engaged in primary care, having received 2 or more 
indicated preventive service (ex. PrEP, smoking cessation treatment, STI screening, 
depression screening, counseling, treatment of chronic conditions such as hypertension, 
etc.), and 50% of patients will have been successfully connected with a needed social or 
clinical resource outside of the services that the GAC clinic provides. 
9. By month 18, 75% of patients who are new to hormonal therapy will have met one or 
more of their goals of care in relation to gender affirmation, as defined by the patients at 
the initial intake visit and as measured by at least “agree” on a 5-point Likert scale from 




10. By month 18, 60% of patients will have a 20% improvement in the Gender Congruence 
and Life Satisfaction Scale (GCLS). 
11. By month 18, 75% of allied health professional students at SHAC who participate in our 
trainings and clinical care will have at least a 25% increase in their knowledge of how to 
provide culturally sensitive care for trans patients, and at least a 50% increase in their 
comfort providing such care at least 6 months after training. 
12. By month 24, the Gender-Affirming Care Clinic will be firmly established as a clinical 
rotation site where students will be able to receive academic credit for their clinical time, 
and it will be incorporated into the MESSAGE academic curriculum.  
 
Program Implementation 
The Gender-Affirming Care Clinic at SHAC will need to be implemented carefully, as 
any poor experiences trans patients have with a clinic could permanently destroy trust. For that 
reason a lot of effort must go into preparing the clinical space, clinical procedures, and clinic 
staff before the first patient ever arrives.  
Staff and provider behavior is very important in ensuring trans patients have a safe and 
satisfactory clinical visit. The two current program leaders are both 4th year medical students 
with some experience with trans healthcare and additionally are members of the LGBTQIA+ 
community. We will be acting as the principle student providers for the clinic. We will perform a 
history and physical exam independently, present the case and our evaluation and plan to the 
attending clinician, and then work with the attending and patient to finalize and carry out the 
plan. Students will take the lead on counseling and education, drafting the prescription, ordering 




demonstrate how to administer them and provide a safer injections kit with adequate supplies of 
needles, syringes, and alcohol pads. We will also complete all documentation which will be 
edited and signed by the attending, and will draft letters of support for patients desiring surgery. 
When labs are returned, student providers will report them to the attending physician and then 
call patients to discuss any changes in the plan.  
However we are not the only members of the care team who will be interacting with our 
patients. We will prioritize training front desk staff and the lab team, as we know every patient 
will use these services. Then, we will progressively offer trainings on trans health and effective 
communication to all the other teams as SHAC, beginning with the priority teams of social work, 
care management, and mental health, and then moving on to all other teams. We will also work 
with the social work team to build a list of LGBTQIA+ friendly resources in the area and assess 
if we have the capacity and expertise in the future to help patients apply for grants to support 
gender-affirming surgeries. 
Once the clinic is well established and running smoothly, we will move to following the 
SHAC acute team model of care, and have 1st or 2nd year medical students join us in the clinic 
after receiving an initial training. Only students who have completed their fall semester Patient 
Centered Care History and Physical Final Exam will be permitted to join the team, and we 
anticipate the majority coming from the MESSAGE program. They will shadow us for the first 
two visits, and then will have the opportunity to conduct the history and physical with the 
patient, under the senior medical student’s supervision. They will also be allowed to assist with 
writing notes and performing follow-up, but the senior medical student will ultimately be 




The clinic’s approach to gender-affirming care follow closely the 2nd Edition of the 
Guidelines for the Primary and Gender-Affirming Care of Transgender and Gender Nonbinary 
People, published by the UCSF Center of Excellence for Transgender Health.72  Therefore we 
will operate on an informed consent model for initiation of hormone therapy. This model 
requires an in-depth conversation on the risks and benefits of gender-affirming hormone therapy, 
but ultimately gives the patient more agency in deciding if hormone therapy is right for them and 
their goals of gender affirmation. We will use informed consent forms from Callen-Lorde (a 
leading clinic in trans health).  Labs will be monitored per UCSF guidelines.72  
We will ensure the clinical is welcoming by assessing and modifying the physical space 
and documents to encourage providers to use the appropriate names and pronouns for patients. 
Single stall bathrooms and signs indicating their presence are available in the waiting room. 
Intake forms will be modified to allow patients to provide their current name in addition to their 
legal name (if that is different), their pronouns, and a two-part gender identity and sex-assigned 
at birth question.80  All other clinical forms will have a space for both names and pronouns in 
order to facilitate staff communicating respectfully. We will also work with the provider of the 
Electronic Health Record (EHR) to assess possibilities for changing the capacity of the EHR to 
facilitate recording chosen names and pronouns, as well as gender identity.   
During the first few clinics, we will assess if it will be sustainable to have the role of 
clinical coordinator and student provider combined. If it seems that these roles will need to be 
differentiated in the future to ensure sustainability, we will partition outpatient care 
responsibilities to the student providers. Clinic coordinators will still be responsible for 
scheduling patients, managing the budget and coordinating with SHAC leaders, 




be charged with collecting patient clinical measures, satisfaction, and outcomes for gender 
affirmation and quality of life. As needed, clinic coordinators will perform outreach by visiting 
trans support groups to inform the community of the services the clinic offers. They will also 
assist the student providers with care coordination services as necessary if this cannot be 
provided by the social work team, such as helping patients access medications and navigating 
referrals for medical or social services. During this first year we will also create an operational 
manual of protocols and resources to facilitate the job of future clinic coordinators.  
In the future, the clinic will deepen the relationship with SHAC pharmacy, so that there 
will be a pharmacy student on the care team and all patient cases will be presented to the 
pharmacy residents. We hope this will also make it possible for the clinic to potentially procure 
and dispense hormones on site at a reduced cost or for free. At the beginning however, while the 
pharmacy team will provide prescription pads and we will report logs of prescriptions written to 
them for review, they will not be actively engaged in patient care.  
 
EVALUATION PLAN 
Rationale and Overview 
Evaluation of the Gender-Affirming Care Clinic will be critical to ensure the program is 
being implemented as planned, is working effectively towards the established goals, and is able 
to improve its efficiency over time, all of which can help justify further funding and support.84 
For the Gender-Affirming Care Clinic, it will be important to track activities such as the number 
of trainings conducted and clinics held, along with their relevant outputs, such as number of 
student volunteers trained and patients seen. Process measurements such as tracking labs and 




The evaluation will be conducted internally, but with consultation from stakeholders. 
Because the program coordinators will conduct the evaluation, we can tailor the process to guide 
improvements in the program.85  However we recognize that having an internal evaluator can at 
times make an evaluation less objective, as we may be biased by our emotional investment in the 
program.85  We plan on countering this by including stakeholders in the evaluation planning to 
increase accountability.  
Stakeholder involvement in evaluations is key, as it can help to prioritize what outcomes 
are important to measure and what types of methods will be most trusted by the stakeholders.85 
Many different stakeholders may have an interest in our evaluation, but we will prioritize our 
patients and the TGNC community, our funders, and our parent organization of SHAC.  
Outcome evaluation measures achievement of the program objectives, and can help to 
ensure that the model for the program is a good fit for the problem 84  With a relatively new 
model of care, such as this student-run gender-affirming care clinic, it can also help detect 
unanticipated results on participants, the institution, or the community, whether positive or 
negative. Finally, an outcome evaluation can demonstrate to stakeholders the value of the 
program.  
For the Gender-Affirming Care Clinic, relevant short- and medium-term outcomes 
around education will mostly concern improvements in student knowledge, comfort and skill in 
providing care to trans patients. Long-term, we would hope to capture if there are changes in 
patient experiences of care, and if more students decide to offer gender-affirming care as part of 
their clinical practice because of their experience, increasing the number of providers who offer 




Patient short-term outcomes that are important to capture will include satisfaction with 
care, and improved access to primary care, specialty medical and social services. Medium-term 
outcomes may include achievement of gender-affirmation goals, improved quality of life and 
gender congruence, and greater engagement in primary care over time. Long-term outcomes of 
similar sorts of interventions have not been studied, but we hypothesize that for patient who stay 
engaged in care we may see lower rates of HIV infection, substance use, and suicide, as well as 
higher rates of adherence to antiretroviral therapy for our patients living with HIV.  
Potential challenges 
Because of the nature of the clinic and the state of knowledge in the field of trans health, 
there are several challenges to producing an evaluation which demonstrates the effects of our 
program. As previously discussed there is no local quantitative baseline information on access to 
gender-affirming care or other health metrics in the TGNC community. Therefore, it will be 
difficult to know if our patients experience improvements in health relative to trans people who 
do not access our services. And it will be difficult to know if we are truly improving access, as it 
is possible patients may have found another source of care had our clinic not existed.  
While it would potentially be very revealing to ask about high-risk behaviors like 
engagement in sex work and then track how and if such high-risk activities change over time, 
these conversations can be very sensitive. While we will need to collect this information for 
patient care, we do not want patients to perceive that we are being judgmental or studying their 
behavior without consent. There is also an inherent ethical tension when providers ask patients to 
participate in an evaluation due to the power dynamics between patients and providers. For 
patients who struggle to access care and may have few other options for receiving services, the 
potential for patient’s feeling coerced into participating is even greater. We do not wish to make 




to access services. Additionally self-report to a provider may not be the best source for these 
data, as patients may perceive they need to tell their providers certain things in order to maintain 
access to services. Therefore we will focus on less sensitive issues and on using the evaluation as 
a way to improve the program. 
Because of how small the local TGNC community is, any formal evaluation could expose 
patients to risks of breaches in confidentiality, as we could not reliably protect the confidentiality 
of our patients when they are so few in number and part of a recognizable distinct social group, 
so it may be possible to identify people even if data is de-identified.85  Since it would be 
impossible to guarantee anonymity in the same way that could be done with a larger clinical 
group, this essentially prohibits us from pursuing a formal evaluation for the purposes of 
research and publication. Additionally, we will not have sufficient numbers of patients to track 
statistically significant changes in health outcomes. While it would be illuminating to track long 
term outcomes for patients and for students to examine the effect of their interactions with 
programs, this is unlikely to be possible due to the lack of funding for the evaluation.  
Limitations in the literature also hinder evaluation, as there is very little literature on the 
long term benefits and harms of access to gender-affirming care. And for the educational 
outcomes, there are few validated metrics for assessing student learning in this area, so our 
metrics may not be particularly strong, and it will be difficult to know if they are truly assessing 
what we are intending to measure. 
 
Evaluation Design 
Because of the complexity of the program, we will use a mixed-methods approach to the 




improve the program, and evaluate its effects on the health of the TGNC community.85  
Evaluation must start at the beginning of the program in order to ensure that all the necessary 
inputs come into place for the clinic to function successfully. These inputs include securing 
initial seed funding, finding faculty sponsors, and working with SHAC leadership and teams to 
schedule the clinic and establish mutual understanding of roles and responsibilities. 
In order to track implementation, we will measure program activities as they occur, such 
as delivery of training sessions and the number of clinics held, as well as outputs such as number 
of students trained and patients seen. In tandem with implementing training and the clinical 
services, we will take baseline measurements from both students and patients. At 6 months, and 
then again at one year, we will collect patient data to examine short- and medium-term outcomes 
in health, well-being, and satisfaction, and compare them to baseline values.  Student learning 
will also be assessed three times: at baseline, after the educational intervention, and then at the 
end of the year to assess retention and if interactions with patient further changed student 
knowledge, comfort or attitudes. Unfortunately no long-term outcomes can be measured, apart 
from determining if there is an increase in providers of gender-affirming care in the area in 5 
years, which will be difficult to attribute to our program.  
Methods 
While implementing the Gender-Affirming Care Clinic, we will need to assess a variety 
of process metrics to ensure we are on target with our program delivery and identify any 
problems as they emerge. To begin with, we will track the inputs, such as the number of dollars 
we are able to raise, whether or not we have attendings scheduled for every clinic, and if we are 
able to modify forms and clinical procedures to accommodate gender diverse patients. We will 




learning objectives. These will all be assessed through review of organizational documents and 
conversations with stakeholders. 
Once we begin to implement the program, we will track our activities and their relevant 
outputs. Activities include the number of trainings we hold, and the output will be the number of 
students trained from each care team, as measured by attendance rosters. This will ensure we 
reach every SHAC volunteer, and only involve other teams in our patient’s care once all 
members of the team are prepared to provide culturally sensitive and respectful care. During this 
process we will collect student feedback on the training, examine items on the knowledge test 
which students performed poorly on, and iteratively improve the curriculum.  
The other principal activity will be holding the clinics. We will track the number of 
clinics held and how many patients are scheduled per clinic. The associated output will be how 
many patients we actually provide care for. In order to provide an estimate of the value of 
services we are providing to the community, we will track how long appointments take, and what 
services were provided during their appointments. This will also allow us to provide details on 
what the clinical experience is like so that in the future it can be counted as part of clinical 
rotations for credit within the medical school. 
Because trans people face many barriers to care, we will want to evaluate if our program 
is inaccessible to anyone because of language, transportation, timing, or other aspects of the 
program design. To evaluate our efforts to reduce language and cultural barriers, we will have 
advertising materials and other clinical documents reviewed by community members who speak 
Spanish and belong to the TGNC community. Examining the number of people who called but 
did not follow through or show up to the clinic, and talking with referral sources about barriers to 




patients become lost to follow up, and detect if there is a pattern to the types of patients who are 
lost to follow up. Additionally we plan on posting an anonymous survey to LGBTQIA+ social 
media to ask if anyone had considered using our services but for any reason was not able to. In 
this vein, during patient satisfaction surveys we will ask an open-ended question about if there 
was anything about how the clinic operates that could be changed to enable easier access and 
follow-up.  
Another important part of the process evaluation will be to engage internal stakeholders 
within our own team and SHAC in order to optimize clinical operations. Following the first 6 
clinics at minimum, the clinic coordinators will debrief together about what went well, and what 
could be improved for the clinic operation. In order to ensure that our internal dynamics within 
SHAC operating teams continue to run smoothly, we will have regular check-ins with team 
directors from lab, front desk, and social work, in addition to our check-ins with the medical 
directors and CEOs. These regular meetings will allow us to troubleshoot problems with the 
clinic flow and ensure that all team members understand their roles and feel supported and 
valued. Checking in with our clinical preceptors on a monthly basis will allow us to clarify, 
troubleshoot, and refine expectations, responsibilities, and procedures for patient care. 
We will also document the number of referrals that come from our various community 
partners, the referrals that we make to other community resources and healthcare providers, and 
whether our patients were able to access the resource or service. Over time this will allow us to 
build a stronger network of effective referrals. This will also let us track how many patients we 
are helping to fulfill a social or medical need through these connections.  
In the future, we plan on working with SHAC pharmacy to stock and dispense the 




what medications, as this will help us to plan. We will also keep track of the labs which are 
ordered, which will help us to monitor the financial status of our project and assess if we need to 
find additional funds, or if we will actually be under budget and able to assist patients with the 
cost of medications.  Tracking labs will also help us to ensure that we are following the 
guidelines for gender-affirming hormone therapy for our patients by documenting recommended 
lab results. Labs and prescriptions will be tallied in a spreadsheet at every clinic session so trends 
can be easily examined over time. 
In order to assess our outcomes, we will also be monitoring a variety of qualitative and 
quantitative metrics to track progress towards short and long term objectives. As these results 
accumulate, they will allow us to identify what works and what does not so we can improve. 
For the educational portion of our project, examining changes in student knowledge, 
skills, and comfort caring for trans patients will be essential. We will also assess student 
satisfaction with the trainings and the clinical experience after six months. Examining these 
outcomes will allow us to tailor future trainings to cover areas that were not well understood, 
provide follow up trainings as needed, and ensure that students feel comfortable and confident 
providing care. To measure student outcomes, we will be using the Transgender Knowledge, 
Attitudes, and Beliefs Scale (TKAB) and the Transgender Clinical Competency Scale (TCCS) 
(see Appendices D and E for questions and scoring).43,86,87  As explored in the literature review, 
both have been validated with health professionals and found to have acceptable levels of 
internal reliability. The Gender-Affirmation Knowledge subscale of the TCCS will only be used 
for medical students because of the more specialized content, but all trainees will receive the 




At the end of the year, we will assess if students are interested in working with trans 
patients in the future. While this is not a long-term outcomes, it will hopefully provide some 
insight into if there is any promise for this intervention helping to increase the number of 
knowledgeable and competent trans health providers. We will also use satisfaction surveys from 
our patients to ensure they had a good experience with staff, and identify any issues that need to 
be addressed. Finally if the outcomes demonstrate low initial levels of student knowledge, skills, 
and comfort, which subsequently improve with our intervention, we can demonstrate to the 
health professions schools that there is a need for greater training on LGBTQIA+ health and 
more opportunities for clinical experiences. 
For patient care, we will track a variety of qualitative and quantitative measures to see the 
short- and medium-term outcomes we are having on health, healthcare utilization, and quality of 
life. Short-term measures will include patient satisfaction with the clinic and the care provided. 
We will measure both a quantitative satisfaction score with different domains of care (such as 
staff sensitivity, promptness, comprehensive, timeliness, provider knowledge, etc.), as well as an 
open response section, where patient will be asked to share things they appreciate, things they 
would change, and any other feedback on the clinic. This will serve as an important source of 
information for improvement.  
Assessing the quality of the gender-affirming care provided is difficult, as each patient 
may have individualized goals. As mentioned before, by reviewing patient medical records at 6 
and 12 months, we will know if patients received indicated labs, and if they are coming in for a 
sufficient number of visits according to guidelines.  In order to capture the effect of care, we will 
assess whether patients feel we are helping them meet their gender-affirmation goals of care, as 




they have progressed towards these goals on a 5-point Likert scale from “strongly agree” to 
“strongly disagree.”  
Additionally, because we anticipate that access to gender-affirming care will result in 
other benefits apart from the stated patient goals of care, we will assess the quality of life and 
overall sense of gender congruence that patients experience, using two validated scales.  First we 
will employ the Gender Congruence and Life Satisfaction Scale (GCLSS), which was developed 
in consultation with trans and gender non-conforming patients in order to quantify improvements 
in “gender (in)congruence, related mental well-being, and life satisfaction throughout the process 
of undergoing gender-affirming medical interventions.”88  The GCLSS is the first scale of its 
kind which is designed to be relevant to both binary and non-binary trans people and assess both 
mental health and other aspects of wellbeing related to gender. It asks respondents to think about 
their experiences over the past six months and respond via a 5-point Likert scale, from always to 
never. While the GCLSS has many different subscales, some are relevant only to surgical 
patients. Therefore we will use only the following subscales for our patients: psychological 
functioning, social gender role recognition, physical and emotional intimacy, other secondary sex 
characteristics, and life satisfaction (see Appendix C for questions and scoring instructions).  
We will also track how many patients receive indicated preventive and primary care 
services to determine if we are increasing access to these services for this relatively underserved 
population of patients. We will consider engagement in primary care as a patient having received 
two or more indicated preventive services, which could include PrEP, smoking cessation 
treatment, sexually transmitted infections screening, depression screening, cancer screenings, 




hypertension. This will be assessed by recording any preventive screening, counseling or 
services performed for a patient at the time of the visit, and tracking this over time. 
We also hope that the clinic will have an impact on the institutions it touches. We will 
track whether the cultural shifts we are attempting to instill in SHAC such as the documentation 
and regular use of pronouns and preferred names for all patients are adopted and incorporated 
into the larger institutional culture. This will be done through observation and informal 
interviews with key stakeholders such as team leads within SHAC.  
The evaluation will also determine if the Gender-Affirming Care Clinic is becoming a 
sustainable program, as determined by assessing institutional support and integration into SHAC 
and UNC’s existing systems. Ultimately we hope the clinic can become a place of learning for 
students at all the UNC health professions schools to gain experience in serving trans patients, 
and foster interest in careers that involve providing gender-affirming care. To evaluate this goal 
in the short term, we will document conversations with the directors of the MESSAGE program 
and interested students, and initiate the process of starting an elective with the school of 
medicine administration.  
Finally, the evaluation will attempt to assess if there are unintended consequences of the 
clinic, and how it is viewed by the community and the institutions. As this is a new model of 
care, we do not know what effect it will have on the community and other care providers. We 
will assess for unintended consequences through conversations with stakeholders. Some may be 
positive, such as potentially increasing the level of faculty interest in providing gender-affirming 
care as part of their clinical practices. To judge if this is occurring we will assess if more faculty 




community-institution relationships, we might also see increased representation and visibility of 
LGBTQIA+ patients and advocates within UNC healthcare.  
Other unintended consequences could be negative, such as if we attract patients who 
would be able to pay away from community health centers which are already serve the TGNC 
community. This could cause political tension, and also may result in patients receiving worse 
quality of care than they would at a clinic such as Piedmont Health, where they would be able to 
see the same provider in perpetuity and with even more wraparound services. Also, this could 
divert SHAC resources from patients who have fewer options for care. In order to assess this we 
will document if patients have insurance, if this insurance covers gender-affirming care, and 
what barriers they have found in seeking gender-affirming care at other institutions. Additionally 
we will talk with Piedmont Health and Lincoln Community Health to assess how they view the 
clinic and its impacts on their operations.  
 
Institutional Review Board Considerations 
Ideally, future students and faculty will engage in more rigorous evaluations of the clinic, 
which could yield publishable results for others to learn from our model if it is successful. 
However at this time the clinic only has capacity to sustain evaluations for the purpose of quality 
improvement and accountability to stakeholders. Additionally, due to the small volume of 
patients we will be seeing initially, it would be impossible to guarantee patient confidentiality if 
we were to use any patient data to publish. Therefore we will not engage in evaluation research, 
as our data collection will only be for the purposes of internal quality improvement.  
Sometimes the need to apply to the IRB is unclear for evaluation and quality 




In order to assess if review by the IRB is necessary, we used the tool created by the Institute for 
Healthcare Improvement to separate quality improvement from research.89  The following 
characteristics of the project are consistent with it being a quality improvement evaluation, rather 
than research; the activities of the project will occur within the standard of care, there is no risk 
for participants beyond usual clinical care and program delivery (as we would be collecting all of 
these metrics regardless for patient care), and the project is not primarily intended to generate 
generalizable knowledge. While the project does involve vulnerable populations, which requires 
additional consideration, it seeks only to describe performance at the clinic, identify gaps and 
improve the delivery of care. The evaluation will be an iterative process in response to feedback, 
the intervention is within the usual clinician-patient therapeutic relationship, and direct benefits 
to the participants and the institution in the form of an improved program is the sole goal. 
Because this is clearly quality improvement / program evaluation and not research, this obviates 
the need to apply to the IRB. 
 
Dissemination Plan 
The most important aspects of dissemination will be to ensure that the evaluations of the 
clinic reach the hands of stakeholders who are invested in the program. Some stakeholders, such 
as funding sources, may require a prescribed format every month. Others, such as the SHAC 
CEOs, have requested quarterly reports of implementation metrics only. For the majority of 
stakeholders, a quarterly update on implementation, and a biannual update on outcomes will 
likely be sufficient. This will take the form of a one sheet report with highlights of our objectives 
and progress towards these. We will also meet with community partners after these biannual 




the reports and receive feedback from them. If community groups wish to receive the 
information in a different format, such as a presentation, we will provide these as well. We will 
also distribute the plain language version of the reports via the same listservs and Facebook™ 
groups from which we recruited our patients, to be fully transparent with the community we are 
hoping to serve. Finally, we will use the results from the evaluation of the educational portion to 
prompt discussions at the various health professions schools around the need to increase 
education on trans health, likely in the form of meetings or presentations. 
 
CONCLUSION 
Ultimately, it is our goal for the Gender-Affirming Care Clinic to help promote a happier, 
healthier TGNC community. By addressing barriers to care identified in the literature review, 
including financial costs and fear of discriminatory providers, we hope to increase access to this 
needed service for this historically marginalized community. While research is suggesting these 
treatments may also have farther reaching implications in terms of lowering risk behaviors and 
improving the quality of life and health outcomes, evidence is still very weak. Keeping the 
dearth of high-quality evidence in mind, it will be important for the program to iteratively 
evaluate and improve our services. We hope this model will also allow us to engage patients who 
have long been alienated from the medical system in primary and preventive care, and ultimately 
improve health outcomes through this avenue as well. 
National trends and our conversations with community organizations, trans patients, 
healthcare providers all point to a desperate need for affordable, culturally competent gender-
affirming care. However it is possible that because there is no data on local access to care, there 




fairly confident this is not the case, if we fail to recruit enough patients to justify the existence of 
the clinic after trouble shooting with stakeholders and TGNC community leaders, we will need 
to consider seriously if there is a need for this clinic. Instead, we could find other ways that 
interested students can learn about gender-affirming care, and push for more culturally sensitive 
care in all UNC-affiliated healthcare institutions.  
The other biggest threat to the future of the clinic is funding, as we are unsure if SHAC 
will be able to cover the costs of lab tests over the long term. During this first year, much of our 
effort will be focused on ensuring that the clinic can be financially sustainable. Additionally, a 
potential weakness with any new student-run program is that it is not sustained after the original 
founding members graduate. However the MESSAGE (Medical Education Supporting Sexuality 
and Gender Expressions) Scholarly Concentration is well positioned to provide a pipeline of 
interested and well-trained students. MESSAGE faculty advisors are dedicated to the success of 
the clinic and will work to ensure there are students dedicated to the program going forward. 
It is unclear how student involvement in the clinic will affect career trajectories or future 
competence in providing healthcare for trans people. It is possible that the amount of time most 
health professions students will be spending interacting with patients will be too small to create 
much of a difference in their behavior. However, by providing training and changing cultural 
norms and the physical cues such as creating spaces on forms for pronouns and preferred names, 
we feel confident that students will be at least somewhat better prepared to interact with trans 
patients in their future careers. Ultimately, we intend for our efforts with the clinic to further 
efforts to lead to more sustainable educational solutions, such as inclusion of trans health into the 
curriculum for all health professions schools, and institutionalization of clinical rotations in trans 




Because student-run clinics in the community are not an ideal long term source of care 
for patients, this model will not serve as an ultimate solution to the problem of access to gender-
affirming care. Instead, we envision this as an interim step towards a more culturally competent, 
affordable and accessible healthcare system capable of meeting the needs of gender diverse 
populations. The clinic is well positioned to fill an immediate need for the patients we serve, and 
help to transform the larger institutions we touch to move towards a better overall system. Recent 
political events have created further challenges for trans healthcare, such as the DHHS rule 
excluding gender identity from sex discrimination protections. However the trend over the past 
several decades has overall been towards greater acceptance of the medical necessity of gender-
affirming care, and increased institutional and community interest in meeting this need. With 
exposure to the clinic, it seems likely that some faculty members will become more interested in 
learning, offering, and then teaching gender-affirming care. We also hope that local medical 
institutions will continue to expand access to affordable, culturally sensitive, gender-affirming 
care, and that healthcare coverage both generally and specifically for gender affirmation 
becomes more accessible.  
Healthy People 2020 opened the eyes of many in the medical and public health 
communities to the health disparities affecting the TGNC community. Now, almost a decade 
later, more and more medical schools and health systems are starting to work on ensuring they 
can provide culturally sensitive care to their trans patients in an effort to address these disparities. 
Healthy People 2030 will lay out the nation’s objectives for the coming decade, and trans health 
is sure to be a topic of concern.90 Heading into the next decade, the public health community 
should set its sights higher, and form concrete goals to reduce rates of HIV infection, suicide, 




Programs such as the Gender-Affirming Care Clinic may help to ameliorate these health 
disparities by addressing gender affirmation as a key social determinant of health and spurring 
larger institutions to place greater priority on trans health concerns. We hope the increased 
visibility of trans health needs manifested through our clinic will lead to greater investment by 
UNC in improving trans healthcare system-wide and preparing the next generation of providers. 
Ultimately, we expect that the Gender-Affirming Care Clinic will help make the TGNC 
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APPENDIX B: SYSTEMATIC REVIEW FULL SEARCH STRATEGY 
 
 
The following search strategy was used in PubMed in May, 2019, without any restrictions as to 
date, but limited to English-language results only: 
 
(transgender*[tiab] OR trans person[tiab] OR trans-persons[tiab] OR intersex[tiab] OR 
gender-variant[tiab] OR genderqueer[tiab] OR transsexual*[tiab] OR transexual*[tiab] 
OR transgender persons[mesh] OR "Health Services for Transgender Persons"[Mesh] OR 
transsexualism[mesh]) AND (curriculum[mesh] OR curricul*[tiab] OR education, 
professional[mesh] OR schools, health occupations[mesh] OR students, health 
occupations[mesh] OR teach*[tiab] OR competenc*[tiab] OR education*[tiab] OR 
student*[tiab] OR trainee*[tiab] OR skill*[tiab]) AND (outcome* OR evaluat* OR 





APPENDIX C: GENDER CONGRUENCE AND LIFE SATISFACTION SCALE (GCLS) 
Below is a range of statements about how you might feel in relation to your gender, mental well-being, 
and life satisfaction. Please respond to each statement, thinking about how frequently you have felt like 
this in the past 6 months. Please rate each statement as: NEVER, RARELY, SOMETIMES, OFTEN, or 
ALWAYS. 
Please note that when talking about ‘‘gender identity” we mean one’s internal sense of one’s self as a 
man, a woman, or some other gender. 
In the past 6 months, due to the distress about my gender (i.e., the distress caused as the gender I was 
assigned at birth does not match with my gender identity): 
1. I have avoided social situations and/or social interactions:      
Never    Rarely    Sometimes    Often    Always 
2. I have not gone to school/college/work:      
Never    Rarely    Sometimes    Often    Always 
3. I have not been able to have emotional relationships with other people:      
Never    Rarely    Sometimes    Often    Always 
4. I have suffered from anxiety:      
Never    Rarely    Sometimes    Often    Always 
5. I have not been able to be physically intimate with other people:      
Never    Rarely    Sometimes    Often    Always 
6. I have been unable to leave the house:      
Never    Rarely    Sometimes    Often    Always 
7. I have found it difficult to make friends:      
Never    Rarely    Sometimes    Often    Always 
8. I have thought about cutting or hurting my chest, genitals, and/or surrounding areas: 
Never    Rarely    Sometimes    Often    Always      
9. I have felt that life is meaningless:      
Never    Rarely    Sometimes    Often    Always 
10. I have not enjoyed life:      
Never    Rarely    Sometimes    Often    Always 
11. I have not engaged in leisure activities:      
Never    Rarely    Sometimes    Often    Always 
12. I have suffered from low mood:      
Never    Rarely    Sometimes    Often    Always 
13. I have thought about hurting myself or taking my own life:      




Please rate each statement as: NEVER, RARELY, SOMETIMES, OFTEN, or ALWAYS. 
In the past 6 months: 
14. I have felt comfortable with how others have perceived my gender:      
Never    Rarely    Sometimes    Often    Always 
15. I have felt that my body hair conflicts with my gender identity, either because I have it and do 
not like it or because I would like to have it:      
Never    Rarely    Sometimes    Often    Always 
16. I have found it distressing that others do not address me according to my gender identity:      
   Never    Rarely    Sometimes    Often    Always 
17. I have felt satisfied with the pronouns that others use when talking about me:      
Never    Rarely    Sometimes    Often    Always 
18. I have felt comfortable with how other people perceive my gender based on my physical 
appearance:        Never    Rarely    Sometimes    Often    Always 
19. I have felt that my voice has affected the way other people have perceived my gender identity 
which has been distressing for me:      
Never    Rarely    Sometimes    Often    Always 
20. I have felt that my facial hair conflicts with my gender identity, either because I have it and do 
not like it or because I would like to have it:      
Never    Rarely    Sometimes    Often    Always 
_____________________________________________________________________________ 
Please rate each statement as: NEVER, RARELY, SOMETIMES, OFTEN, or ALWAYS. 
Next, we would like to know how satisfied you have been with your life for the last 6 months: 
21. I have felt satisfied at school/college/work:      
Never    Rarely    Sometimes    Often    Always 
22. I have felt satisfied with my emotional relationship(s) :      
Never    Rarely    Sometimes    Often    Always 
23. I have felt satisfied with my sex life:      
Never    Rarely    Sometimes    Often    Always 
24. I have felt satisfied in my leisure activities and hobbies:      
Never    Rarely    Sometimes    Often    Always 
25. I have not felt satisfied with my friends:      
Never    Rarely    Sometimes    Often    Always 
26. I have felt satisfied with the support I have received from other significant people:      
Never    Rarely    Sometimes    Often    Always 
27. I have not felt satisfied with my health:      
Never    Rarely    Sometimes    Often    Always 
28. I have felt satisfied with life in general:      




APPENDIX D: TRANSGENDER KNOWLEDGE, ATTITUDES, AND BELIEFS SCALE 
 
 
Instructions:  Please indicate the degree to which you agree or disagree with each statement.  
 
Response Options: Strongly Disagree = 1 
Disagree = 2 
Agree = 3 
Strongly Agree = 4 
 Item Sub-Scale 
1. Sex and gender are the same thing. * 1 
2. There are only two genders: male and female. * 1 
3. Transgender people are a worthwhile part of our society.  2 
4. Organizations that promote transgender rights are necessary. 2 
5. Transgender people should have the opportunity to change their name. 2 
6. Transgender people should be accepted completely into our society. 2 
7. Transgender people should have the opportunity to undergo operations to 
change their anatomy.  2 
8. I would feel comfortable if I learned a friend is transgender. 3 
9. I would feel comfortable if I learned my neighbor is transgender.  3 
10. I feel uncomfortable when I cannot tell if someone is a man or a woman. * 3 
11. A person transitioning from male to female should not be able to use a 
women's bathroom. * 1 
12. A person with a vagina cannot be a man. * 1 
13. People with both breasts and a penis make me uncomfortable. * 3 
14. I avoid interacting with people whose gender is unclear to me. * 3 
15. I would feel uncomfortable if a close family member were dating a 
transgender person. * 3 
16. Being transgender is a sin. * 2 
17. When I meet someone, it is important for me to be able to identify them as 
a man or a woman. * 3 
18. A person with a penis cannot be a woman. * 1 
19. A person transitioning from female to male should not be able to use a 
men's bathroom. * 1 
20. Female-to-male transgender people are not real men. * 1 
21. It should be illegal for people to have their genitalia surgically removed. * 2 
22. Male-to-female transgender people are not real women. * 1 
 
Note: *= Reverse scored.  Theoretical range for each item = 1-4. Higher scores indicate higher 
knowledge and more accepting attitudes/beliefs towards transgender individuals. 
Subscale 1: Acceptance of the Gender Spectrum (Items: 1, 2, 11, 12, 18, 19, 20, 22) 
Subscale 2: Social Tolerance (Items: 3, 4, 5, 6, 7, 16, 21) 





APPENDIX E: TRANSGENDER CLINICAL COMPETENCY SCALE (TCC) 
 
General Clinical Knowledge  
1. Transgender people may avoid healthcare because they fear mistreatment. 
2. Genital exams may cause anxiety for transgender people. 
3. Access to healthcare is the same for transgender people as it is for anyone else. * 
4. I would prefer not to provide care to people with gender identity issues. * 
5. Surgical therapies should be provided to medically eligible patients who seek them. 
6. Hormone therapies should be provided to medically eligible patients who seek them. 
7. Gender identity issues are often caused by trauma. * 
8. Gender identity issues are often symptoms of a thought disorder. * 
9. Hormone therapy is medically dangerous. * 
10. Transgender people with mental health conditions should never be prescribed hormone therapy. * 
11. Only endocrinologists/ transgender health specialists can provide hormone therapy to transgender 
people. * 
12. I would feel uncomfortable providing care to transgender people. * 
 
Medical Gender Affirmation Knowledge 
13. Heredity and age limit the effectiveness of hormone therapy. 
14. Acne is a common side effect of testosterone therapy. 
15. The injection of liquid silicone is a safe means to feminize the body.  * 
16. Increasing hormone doses always speeds up the transition process.  * 
17. Transgender people taking feminizing hormones are never able to achieve an erection.  * 
18. Facial/body hair growth is often an effect of testosterone therapy. 
19. Transgender people who have had vaginoplasty (construction of a vagina) must use a dilator to 
stretch the vagina post-surgery. 
20. A female-to-male transgender patient with a cervix needs regular Pap exams. 
21. A male-to-female transgender person who had sex reassignment surgery still needs prostate 
exams. 
Note: *= Reverse scored.  Can be assessed as two distinct scales or a singular scale. 
Scores are summed with higher scores indicating greater clinical competence. 
Theoretical range general clinical knowledge (12–48); range for Medical Gender 




Instructions:   Please indicate the degree to which you agree or disagree with each statement.  
 
Response Options:  
Strongly Disagree = 1 
Disagree = 2 
Agree = 3 
Strongly Agree = 4 
